Type 1 Diabetes Mellitus (T1DM) is a leading cause of death in the United States, with a mortality rate 5.6 times higher than the general population. The incidence of Type 1 among teenagers has increased significantly over the past 25 years, with approximately 1 in every 500 adolescents ages 12-19 affected. Teenagers have worse glycemic control than adults correlating to higher Hemoglobin A1C averages; some evidence showing less than 15% of teenagers are at or below Hemoglobin A1C goal (Stanger et al., 2013) .
Knowledge deficit is rarely the challenge, as most teens know what to do to manage blood glucose. Adolescents can recite the long-term complications associated with poorly managed T1DM. Teens often demonstrate difficulty managing the activities involved in successful selfmanagement of T1DM and a poor awareness of how to change. Poor self-care management results in elevated Hemoglobin A1C and increased risk of long term complications. Even teens with adequate social and family support often struggle significantly during their teenage years into the emerging adult phase of life. Obstacles to self-care management include developmental behaviors, family dynamics, social pressures, and relative insulin resistance due to hormones in puberty (Borus & Laffel, 2010) .
Adolescence is a period of development that includes higher risktaking behavior, which may also be expressed in the intentional avoidance of important diabetes self-care activities. During the adolescent's development of self-identity, their peer relationships become more important than parent relationships, and this can result in stress and conflict for the teen and their family. The teenager with T1DM, who struggles to fit in with peers, may face increased rates of depression. Depression symptoms and burn out compound the struggle of the teen and their family to successfully manage their diabetes. Parents of the teen may also exhibit signs and symptoms of burnout or depression. The parents become frustrated with themselves and their child, which often leads to a premature shift of responsibility to the child to manage the disease, without the communication and support of their parents.
Teenagers are often not capable of sustaining solo self-care for a significant amount of time (Borus & Laffel, 2010 ). This will often result in further isolation from their support system and deteriorating management of their disease (Borus & Laffel, 2010) . Communication between the teen, their supportive caregivers, and their medical team is of vital importance to help teenagers transition into successful adults and remain safe during this period. When providers note poor diabetes management, the care regimen is often intensified, which can inadvertently result in increased burden and reduction in health-promoting behaviors (Naar-King & Suarez, 2011). There are some alternative strategies for establishing therapeutic communication with these teens that may be very beneficial to their success.
Readiness for Change
The transtheoretical model of change (Prochaska & Prochaska, 2016) has been used over many years by healthcare providers in areas such as smoking and alcohol cessation, weight loss, and exercise behavior, and has been extremely useful for those managing a chronic disease such as Type 1 DM. Studies assessing readiness for change and using motivational interviewing have shown positive results. One United Kingdom study compared groups of 14-17 year old teens with T1DM studied over a 12 month period, who received either motivational interviewing (MI) versus a control group that received only supportive care visits. The MI group continued to have a lower A1C, less anxiety, positive well-being, and more desire for self-care, compared to the control group after one year (Channon et al., 2007) . Teens with T1DM are often managing most of their daily care independently. Diabetes management can be intense and may lead the teen to feel frustrated with the perception that they cannot manage the disease, thus creating a feeling of failure. Parents may compound these feelings of frustration when parental attempts to help are not successful and the teen is left feeling unsupported and the parents feel defeated. Motivational interviewing may help guide teens through the stages of change to gain the confidence needed to improve diabetes management.
There are five stages in the transtheoretical model of change: Precontemplation, Contemplation, Preparation, Action, and Maintenance/Relapse (Prochaska & Prochaska, 2016) . Effectively using questions is an important way to help a teen move through the stages of change and be able to better set goals. Using open-ended questions can help teens problem solve. ☆ The Pediatric Endocrinology Nursing Society (PENS) is committed to the development and advancement of nurses in the art and science of pediatric endocrinology nursing and to improve the care of all children with endocrine disorders through the education of the pediatric healthcare community. To aid in achieving that goal, the purpose of the PENS department is to provide up-to-date reviews of topics relevant to the PENS membership and to the general readership of the Journal of Pediatric Nursing.
is to monitor blood glucose more consistently, help the teen find an already established habit, such as taking a shower every morning -check blood glucose at the same time. Encourage small steps in which the teen can be successful in a short amount of time such as 4-6 weeks.
In the Precontemplation stage, there is no intention of changing behavior. For example, a teen who omits blood glucose checks and is not interested in changing this behavior. He may have checked blood glucose before every meal in the past due to close parental supervision, but now skips blood glucose checks since he has become more independent. This becomes an opportunity for the provider to explore the reason for the decrease, any perceptions of the adverse effect of this behavior, and assess if he is ready to make a change.
In the Contemplation stage, the patient is aware that a problem exists, but has no commitment to take action. At this stage, a teen may recognize that a change needs to be made. The provider may be successful in helping the teen make a pro and con list for not checking blood glucose regularly. The teen may say, "I know I need to check my blood glucose before I eat, but…".
The Preparation stage is evidenced by an intent, upon taking action and experiments with small changes. For example, our patient may decide that he is able to check his blood glucose in the morning when he pours a cup of coffee.
Action: This is an active modification of behaviors. For example, our teen has successfully made a decision to check blood glucose before each meal. It is so important as a provider to praise the change a teen has made and provide encouragement.
Maintenance and Relapse: Sustained change-the new behavior replaces the old. It is helpful at this stage to be aware of what situations may cause the teen to relapse back to old habits, such as stressful situations which could cause the person to relapse. The provider then takes the time to discuss this with the teen (Duran, 2003) .
Termination: At this stage a person has fully incorporated this change and is not tempted to go back to the old habit.
Identifying and maintaining awareness of the adolescent's stage of change is important for the provider, parent and teen when developing a plan for diabetes care. Change in any area of life is gradual and a person may move through the different stages in a one step forward, two steps back manner. Working through the stages of change is a fluid process rather than static one, and often one works through the stages in an ongoing process before the desired outcome is accomplished (Duran, 2003) . This is important for all involved to understand, as one could look at the process in each stage and consider it a failure, because the behavior has not changed (Duran, 2003) . For example, a teen with Type 1 DM understands the need to check blood glucose before eating, yet often misses the fasting morning check when rushed on school days. At an office visit, his provider discusses this with him and he decides to make this a priority. Through a problem solving discussion, he decides to put his glucose meter in the bathroom where he will check before showering (preparation/action stage). At the next visit, the meter download shows consistent blood glucose checks in the mornings for 4 weeks and then a decline (relapse stage) which our teen explains that during winter break, sleeping in caused him to break the habit. The provider encourages teen to place the glucose meter in the bathroom as the habit was established (contemplation) and tries again to reestablish consistent checks.
In healthcare, providers often use terms such as nonadherence or noncompliant, and when applied to the teen with diabetes, these judgemental terms are not likely to improve the therapeutic relationship, nor help them progress to change. A plan for change needs to include building a supportive therapeutic relationship to guide the entire process forward rather than backward. The decision to make a change and the choice of action which is taken must be the teen's choice as no other can make this decision and have the change be successful. Once the teen has made a decision to make a change, the provider's role is to empower the individual and help them prioritize what action to make first.
Motivational Interviewing
Motivational interviewing (MI) is a method and communication style, rather than a set of techniques, which can enhance problem solving and readiness to change for teens. Often times, teens are perceived as being unmotivated or described as lazy. When a teen appears to be unmotivated, often the assumption is that it is beyond the ability of the practitioner to assist with change and that there is just something wrong with the teen that they are not accepting our sound advice. This assumption is quite false in most situations. The way providers talk with teens can influence motivation for change (Rollnick, Miller, & Butler, 2008) . MI is not trickery (Rollnick et al., 2008) . It is a clinical style of communication that helps our patients identify their own motivation for change that will impact their health and well-being (Rollnick et al., 2008) . "The overall spirit (of MI) has been described as collaborative, evocative and honoring of patient autonomy." (Rollnick et al., 2008, p. 6) .
Collaboration in a broader sense is an important concept in the modern partnership that exists between a patient and the clinician or more broadly the multidisciplinary clinical team. For decades the clinician was perceived to have an uneven power over the patient and communication was directive, and the patient's participation was more passive (Rollnick et al., 2008) . In a collaborative situation, the relationship should be perceived as a partnership with communication that is collaborative in nature and provides a process of making decisions in which the patient and family are integral in the process. Ultimately the patient is the only participant who can actually affect the change that is needed, and therefore needs help to feel empowered and prepared for the necessary change (Rollnick et al., 2008) .
Motivational interviewing is an art. One MI technique involves having the patient evoke the things they already know and have, rather than give them the things they lack, such as knowledge or medication (Rollnick et al., 2008) . This may improve patient motivation, as the patient chooses what they want to do or change, not what others want them to do or change. When using MI techniques, the clinician can help the patients identify what they care about and then use these motivations to affect health behavior change (Rollnick et al., 2008) .
Healthcare providers are familiar with using a pain scale when talking with patients and may find using a 1-10 scale ruler to help assess readiness to change helpful. You may ask the teen who has decided to snack less after school, "How important is eating less snacks to you? On a scale of 1 to 10, 1 isn't important at all and 10 is highly important" (Rollnick et al., 2008) . After asking how ready the teen is about making a change, it is important to ask how confident is the teen in making the change, and if they can put a numerical value on their confidence. As a healthcare provider this will help us know how to guide the teen through making an agenda for change.
Motivational interviewing is a process of communication used to help providers have conversations about behavior change with their patients and families. Our teenagers with T1DM do not come to us with problems that fit inside a standard box. They may be challenged in their lives by many things, such as their personal safety, living environment, educational environment, and social or family changes on top of the challenges of managing a chronic illness. We need to ask what they may need or want. They deserve a listening provider who will help them with these challenges. The way we communicate with our patients and families can help effect change and improve relationships, so that we are helping them manage diabetes but also helping their overall health and well-being (Rollnick et al., 2008) .
Conclusion
With the incidence of T1DM on the rise in our adolescent population and the difficulties they face in successful self-care management, assessing readiness for change and motivational interviewing is showing success in helping teens improve their diabetes management.
Teens with T1DM are often managing most of their daily care independently which is intense. Though most are capable of this day to day management, they still need a supportive team behind them including their family, friends and healthcare team. T1DM involves daily intensive disease management. Without support, teens may experience burn out which can lead to depression. Teens often find the changes needed to improve day to day management of T1DM challenging and MI, used by a compassionate provider, may help them move through the process of change, to attain better self-care management.
With some practice, the provider can use motivational interviewing and assessing readiness of change in the healthcare setting to prioritize and encourage small attainable goals to reach the desired outcome. Using these methods builds trust and respect in the provider-patient relationship, which is a positive benefit in itself. Empowering teens with T1DM to set goals for change, and then encouraging them through the stages of change, provide tools to use in any life situation. Although an overview of these techniques has been described, there is a great deal of literature available for more in-depth skills. There is no time like today to try new techniques in healthcare to lead our patients to healthier lifestyles and better quality of life.
